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OUTCOMES OF ENDOSCOPIC RETROGRADE CHOLANGIOPANCREATOGRAPHY IN PATIENTS 

WITH INFLAMMATORY BOWEL DISEASE 

Reza Pishdad, M.D; David Bleich, M.D. 

Background: There is limited data on the safety of endoscopic retrograde cholangiopancreatography 

(ERCP) in patients with Inflammatory Bowel Diseases (IBD).  

Method: The National Inpatient Sample (NIS) is an inpatient database of approximately 20% of inpatient 

admissions to nonfederal hospitals in the United States. Data from the years 2009 to 2014 were collected. 

Patients over 18 years with IBD who had undergone ERCP (n=1519) were included. Case-control 2:1 

matching was done based on gender, age, race and Charlson Comorbidity Index (CCI). Complications and 

mortality were evaluated for IBD patients against controls.  Logistic regression analyses were done to 

obtain adjusted odds ratios (aOR).  

Results: Between 2009 and 2014 there were 1519 patients with IBD aged older than 18 years who had 

undergone an ERCP. Age, sex, CCI, and race were all matched without statistically significant differences 

between cases and controls. We used binary logistic regression models for mortality and post ERCP com-

plications. Results are presented in Table 1. 

We found significant differences between IBD and non-IBD patients for post-ERCP pancreatitis (aOR 13.38, 

95% CI 1.45-1.24) and post-ERCP Infection (aOR 1.21, CI 1.01-1.45). However, there was no significant 

differences between IBD and non-IBD patients for post-ERCP mortality (aOR 1.29, 95% CI 0.73-2.71), post-

ERCP cholecystitis (aOR 2.11, 95% CI 0.76-5.84), post-ERCP perforation (aOR 4.01, 95% CI 0.36-44.27), or 

post-ERCP bleeding (aOR 0.72, 95% CI 0.28-1.83). 

Conclusion: IBD is an independent risk factor for post-ERCP pancreatitis and post-ERCP infection. How-

ever, post-ERCP cholecystitis, post-ERCP perforation, post-ERCP bleeding, and post-ERCP mortality were 

not significantly higher in IBD patients when compared to controls. ERCP may be safe in patients with IBD; 

however, to decrease complications such as post-ERCP infection and pancreatitis, we need to consider 

antibiotic prophylaxis, peri-procedural fluid resuscitation, and NSAID suppositories in patients with IBD. 

More prospective research would be useful to further elucidate these relationships. 

 

 

 

 

 

 
Table 1: Demographic of patients undergoing ERCP 
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